The infrequent presentation of symptoms from the knee-joint in an African population compared with Caucasian people prompted this investigation.
Medial semilunar cartilages were obtained post mortem from 170 Ugandan Africans of all ages. Gross anatomy was defined and specimens were examined by histochemical and biochemical methods. Water The aims of surgery are to relieve pain, to correct deformity, to increase stability -particularly in congenital dislocation of the hip and acetabular dysplasia and those forms of osteoarthritis in which the femoral head tends to sublux, to preserve or increase the range of movement, and to reverse the degenerative process.
Surgical Technique
Under general anesthesia, most often combined with extradural block, the patient is placed in a semilateral position. The iliac crest and groin are left uncovered and the leg is draped separately to allow it to be moved freely.
The value of adductor and psoas releases as an adjunct to osteotomy is well recognized. Open release of these tendons is performed first through a small incision below the medial inguinal ligament.
The iliac crest and anterior spines are exposed through a second incision, care being taken to preserve the lateral cutaneous nerve of the thigh. Both sides of the wing of the ilium are exposed subperiosteally and the greater sciatic notch widely cleared. The osteotomy is performed with a Gigli saw emerging between the two anterior spines, close to the roof of the acetabulum.
Wide lateral and forward displacement of the acetabulum is attempted in all cases of congenital dislocation of the hip, acetabular dysplasia and subluxating arthritic hips, and a large graft inserted. When the head is already well contained, or in protrusio acetabuli, minimal displacement is performed and no graft inserted. The osteotomy is transfixed with a short threadtipped wire. The wound is closed over two Redivac drains.
Postoperatively, all patients receive a course of hydrotherapy and abduction/extension exercises when the wounds have healed. They are discharged from hospital at 4-6 weeks partially weight-bearing. At follow up, three months from surgery, when the osteotomy has united, full weight-bearing is started and arrangements made to remove the wire in the day cases theatre.
